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"Millions have been spent on segregation, without any effective good and millions more will be wasted on it" (Moiser).
"Segregation is a regrettable necessity in the case of infective lepers. But we have no right on humanitarian grounds to separate a man from his wife and family, unless there are adequate public grounds for doing so" (B.E.L.R.A.). Hansenide-i.e. N-leprosy-patients should not be isolated. "It is therefore imperative that the line of demarcation as far as segregation is concerned, should rest not on the diagnosis of leprosy but on the differential diagnosis between the infectious and non-infectious leper!" (Rogers and Muir.) "Let us change our methods: We know that compulsory segregation has proved worse than useless" (Moiser).
"The whole concept of total segregation is out of date" (B.E.L.R.A.). Conclusions.-"As long as we had no treatment of material value there was some excuse for recourse to the crudities of the Middle Ages: lifelong segregation of lepers" (Rogers and Muir). To-day, however, there remains no doubt that one can save energy and money by isolating only the malignant lepromatous and NOT the Hansenide patients.
The Hansenide patients who leave leper colonies, will in their turn encourage others to undergo adequate treatment, since they will see by this example that leprosy is no longer a crime for which the only punishment is imprisonment for life, but that it is curable and certainly in two-thirds of all cases not even contagious. Lepers and sufferers from disease classified as leprosy will no longer fly from the police and ... the doctor!
The answer to the question what should be done with the isolated patients is twofold.
(a) All patients with L-leprosy should remain in isolation. Leper homes should be called "clinic" or some such name. Diagnosis should be negative for at least two years without the appearance of new symptoms before the patient's discharge is considered. This period of two years has been decided upon, as any shorter interval has resulted in too many relapses(Culion).
(b) All Hansenide patients (N or tuberculoid leprosy) should be discharged immediately, though they would have to remain under regular supervision of a skin specialist.
The following should be cared for by the public health authorities: Those Hansenide patients who suffer from general poor health, or who return to unhealthy and poor environment, also patients who are likely to turn to prostitution or to contract tuberculosis-24% to 32% of all lepers die from tuberculosis and many more suffer from it (Faget).
In conclusion I would say again that segregation should depend not on the diagnosis of leprosy, but on the differential diagnosis between infectious malignant leprosy and the non-infectious Hansenide.
Schamberg's Disease.-H. W. BARBER, F.R.C.P.
Miss I. W., aged 62. History.-In December 1944, she stated that she had been subject to attacks offollicular tonsillitis all her life, and that at the age of 18 she had a particularly severe one which was followed by chorea. Although there is no valvular disease of the heart, she had at one time frequent extrasystoles, but these diminished, and a report by Dr. Peter Miles (19.7.39) on her cardiovascular system revealed no organic changes, only occasional extrasystoles.
The eruption appeared-first in August 1944 on the inner side of the left knee. Later the anterior surfaces of the legs and the skin between the toes became affected. The eruption continued to spread, eventually involving the legs, particularly over the knees, the elbows and forearms, the palms and soles and the skin between the fingers and toes. Patches also appeared on the abdomen, shoulders, and inner thighs.
The tonsils were clearly infected, and she was admitted to Guy's Hospital in August 1945 for their removal; afterwards she was given a five-day course of sulphamezathine, during which there was an exacerbation of the eruption. This was followed by a general subsidence.
December 14, 1945: The eruption was still present on the legs, over the patella and elbows, and on the forearms and palms, but was much less active. Small new patches appeared from time to time. She continued, however, to have sore throats, particularly in the left tonsillar fossa, where periodically a remaining portion of lymphoid tissue became inflamed and ulcerated.
In July 1946 there was an exacerbation on the hands and wrists and in August 1946 she was again admitted. An ulcer in the left tonsillar fossa was present, but cultures from this revealed only Streptococcus viridans and no B-hiemolytic strains.
Summary of investigations by Dr. R. L. Waterfield: Slightly raised B.S.R.; slight simple anemia with slight lymphocytosis. Blood clotting time was normal.
Intramuscular injections of penicillin-300,000 units twice daily for ten days-were given and she was then discharged.
From then onwards the active eruption has gradually disappeared, and there has been great improvement in her general health. Occasionally, however, there have been recurrences of the inflammation with ulceration in the remaining portion of infected lymphoid tissue in the left tonsillar fossa. When this occurs she feels unwell and new active lesions always appear on the left forefinger.
When last seen, April 2, 1948, even the pigmented remains of the greater part of the eruption had disappeared. These, however, were still present as brown patches on the fronts of the knees, on the palms, and on the left forefinger where the eruption recurs with her sore throats.
She has for long noticed that bruises appear on slight trauma of the skin, and formerly pressure and tension exerted on the skin of the palms, e.g. by wringing out clothes, produced linear hemorrhagic streaks. These no longer occur.
Comments.-I have long held the view that Schamberg's dermatosis, in view of its histopathology, is probably caused by a hamolytic toxin acting both on the blood cells and the walls of the capillaries. I have had many cases in which a chronic streptococcal infection, as in this case, proved to be responsible, and a few in which the eruption appeared suddenly after an acute infection, such as tonsillitis.
Dr. Barber then showed some coloured photographs of one of his early cases-an elderly man in whom the legs were extensively involved. He had been having injections of an autogenous hemolytic streptococcal vaccine for a chronic throat infection. After his first visit he was evidently given an overdose of vaccine, which was followed by a rigor, high temperature, and the acute outbreak of his eruption on the back shown in the second photograph.
In another patient, seen during the past few years, the eruption, which became widespread, appeared when he was on active service after a septicemic infection complicated by thrombophlebitis migrans. The point of interest in his case is that the organism responsible would seem to have been a strongly haemolytic Staphylococcus aureus. He is now well.
The striking clinical resemblance of the eruption provoked in some persons by adalin to Schamberg's dermatosis would suggest that this drug may have an action on the red blood-corpuscles or capillaries comparable to that of certain bacterial toxins, but I have not seen microscopical sections of an adalin eruption. Dr. Yorke has recently had a patient who some years previously had had the characteristic adalin rash and in whom an acute outbreak of Schamberg's dermatosis had recently followed the extraction of infected teeth. A. T. F., male. The eruption, which was extensive, involving the trunk and limbs, appeared gradually four or five years ago. There were no subjective symptoms. It improved under the influence of sunbathing in the summer. It was a characteristic example of parapsoriasis en plaques, of the type that resembles in its zoniform distribution pityriasis rosea. Some of the patches enclosed islets of normal skin, and the margins of others formed peninsulas and bays.
In the experience of one of us (H. W. B.) the only treatment that has had any lasting effect on this eruption has been exposure of the skin to sunlight or ultraviolet radiation. For this reason, one of us (D. E.) suggested that the patient should try the effect of calciferol. He had a course of twelve ampoules of sterogyl-15 (Roussel), and after a month's rest, a further course of six ampoules.
The effect has been remarkable, and when seen on March 31, 1948, the patches had faded leaving recognizable traces which appeared to show slight atrophy.
POSTSCRIPT.-On my advice, the patient took no more calciferol and the eruption gradually recurred.
I have had three other cases of parapsoriasis en plaques, all of which have responded to calciferol, but they will probably relapse when the treatment is discontinued. 
